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Abstract
The Medicare Annual Wellness Visit (AWV) was enacted in 2011 as part of the Patient
Protection and Affordable Care Act. The AWV is an opportunity to improve care delivery by
encouraging use of preventive services and coordinate care for Medicare patients 65 and older
who are at high risk for high usage of healthcare services. During this visit, patients are screened
for common geriatric-related conditions such as depression, cognitive impairment, fall risk, and
functional decline. This visit is also an opportunity to identify risk factors for chronic illness and
help patients stay current on recommended screenings and vaccinations. The organization of
interest is a regional healthcare system which provides primary care to Medicare patients;
however, less than 5% of these patients have received an AWV. The purpose of this scholarly
project is to develop a comprehensive protocol to conduct the AWV and trial the protocol for
feasibility within the primary care office.

Keywords: Medicare Annual Wellness Visit, protocol, older adult, primary care, nursing in
primary care, depression screening, functional risk screening, fall risk screening, cognitive
screening
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Executive Summary
This scholarly project final report provides insight into the Medicare Annual Wellness
Visit (AWV), the geriatric syndromes of depression, cognitive impairment, fall risk, and
functional disability, and the Doctor of Nursing Practice Scholarly Project journey of writing a
protocol for implementing the AWV in a primary care setting and trialing the protocol for
feasibility. This report includes the background of the AWV, the evidence based initiative
driving the project, conceptual frameworks utilized throughout the project, an assessment of the
organization in which to implement the project, the project plan and outcomes, as well as
implications for practice and a plan for dissemination of outcomes. The overall aim of this
project is to improve care delivery to the older adult population age 65 and older by early
identification of chronic disease risk factors and geriatric syndromes and early referral to
community resources in order to improve quality of life and decrease healthcare costs.
Methods of evaluation include the amount of time associated with each visit, the number
of updates made to the patient’s chart as a result of the AWV, and patient satisfaction with the
AWV and the process to conduct the visit. The final deliverables include this scholarly report,
the protocol which was updated throughout the process, and a business case for continuation of
the AWV within the primary care setting. The protocol and business case can be found in the
appendices.

8

MEDICARE ANNUAL WELLNESS VISIT

9

Introduction and Background
In 2013, more than $2.5 trillion was spent nationwide on healthcare for older adults.
These costs were attributed to patients overusing healthcare services and/or receiving duplicate
services (Snyder, 2013). Screening and preventive care for the older adult population is limited at
best. Use of preventive services varies across the nation, often due to “quality of health and
health care across age, gender, race or ethnicity, income, education, geographic location,
disability, and sexual orientation” (Centers for Disease Control and Prevention, Administration
on Aging, Agency for Healthcare Research and Quality, and Centers for Medicare and Medicaid
Services, [CDC, AoA, AHRQ, CMS], 2011, p. 1). Some Medicare recipients receive an
excessive amount of screening services while some receive a scarce amount of services
(Nicholas & Hall, 2011). While the majority of Medicare beneficiaries are seen by a physician at
least six times per year, they do not receive preventive services that are recommended by the
United States Preventive Services Task Force (USPSTF) (CDC, AoA, AHRQ, CMS, 2011). An
increase in the availability of preventive services can lead to decreased morbidity and mortality
(Krist et al., 2013) which ultimately leads to a decrease in healthcare spending.
The Affordable Care Act (ACA) was signed into law in 2010 with the aim of improving
the quality of healthcare and making it affordable for all Americans. The Medicare Annual
Wellness Visit (AWV), introduced as part of the ACA in 2011, is a free Medicare benefit which
is a visit “that focuses on establishing and then maintaining a personalized prevention plan”
(American College of Physicians [ACP], 2015, para. 1). Many aspects of health care are a part of
this visit, including review of personal and family history; review of medications and current
healthcare providers; vital signs, height and weight; disease risk factors and management
options; and preventive screening schedule (Centers for Medicare and Medicaid Services (CMS),
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2015). During this visit, patients are screened for common geriatric-related conditions (geriatric
syndromes) such as depression, cognitive impairment, fall risk, and functional decline (CMS,
2015; Snyder, 2013).
Additionally, the AWV encourages use of preventive services and coordinated care for
Medicare patients 65 and older, who are at increased risk for high usage of healthcare services
(CMS, 2015; Snyder, 2013). Preventive care has the potential to decrease morbidity and
mortality; yet older adults use less than half of preventive services recommended (Krist et al.,
2013; Nicholas & Hall, 2013). During the AWV, patients are advised regarding upcoming
screenings such as colonoscopies and mammograms. In addition, they are reminded to schedule
immunizations such as shingles and pneumonia vaccines (CMS, 2015). Recommendations for
preventive services for older adults differ from those recommended for younger and middle-aged
adults (Nicholas & Hall, 2013; Spalding & Sebesta, 2008); the AWV aims to improve delivery
of preventive services specifically for older adults (Nicholas & Hall, 2013).
Advice related to improving self-care and decreasing the risk for disease or disability,
including referrals to community programs, counseling, and education are discussed during the
AWV (CMS, 2015). At the conclusion of the AWV, each patient is provided with a personalized
plan based on what was discussed during the visit to “promote self-management and wellness”
(CMS, 2015, p. 3). A schedule of routine preventive services is updated and provided as part of
the personalized plan (CMS, 2015; Nicholas & Hall, 2013).
The AWV is an important component to healthcare for the Medicare population, as
“older adults are at greater risk of developing conditions that affect health outcomes, quality of
life, and costs of care” (May et al., 2014, p. 2415). Despite the provision for this visit by the
Centers for Medicare and Medicaid Services (CMS), there has not been a significant increase in
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utilization of Medicare preventive services (Jensen, Salloum, Hu, Ferdows, & Tarraf, 2015). The
AWV can aid in the early detection and diagnosis of the geriatric conditions of depression,
cognitive impairment, fall risk, and functional decline, and in turn, streamline use of services and
decrease healthcare spending while increasing support and management of these conditions
(CMS, 2015; Snyder, 2013).
The cost of undiagnosed geriatric conditions is severe. In 2009, the annual cost of treating
an older adult with depression is $22,960, roughly double the healthcare costs associated with an
older adult without depression. Once antidepressant therapy is initiated, the cost falls
approximately 38% to $14,365 annually (National Institutes of Health, 2009). In 2016,
approximately $236 billion will be spent to care for those with dementia (Alzheimer’s
Association, 2016). The CDC (2015b) reported $34 billion was spent on older adults who
suffered a fall. Manini (2011) reported the cost of care in 2004 for those fully disabled cost
upwards of $50 thousand per year, with the cost increasing approximately 2% per year. Given
that projection, in 2016, care would equal $66 thousand per year per disabled person. The use of
the AWV for prevention and early detection and early intervention of geriatric syndromes has the
potential to decrease Medicare spending significantly.
Since its inception in 2011, the AWV has been implemented in limited facilities across
the nation. Only 32% of Medicare beneficiaries are even aware of the AWV (Thomas & Goode,
2014), which does not lead to a pressing demand for this service. Several barriers have been
identified in implementation of this visit. The primary barrier is misunderstanding of the AWV.
Initially, Medicare beneficiaries were informed that the AWV was a physical (Hughes, 2011),
which to many means time with a provider during the appointment. However, the AWV is
considered a hands-off visit, meaning unless providing the visit, the provider will not see the
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patient, nor will a physical assessment be completed. The AWV visit is typically completed by a
registered nurse, which has led to confusion about the visit (Cuenca, 2011). Another barrier
includes the requirements of this visit. As CMS does not specify tools to use to conduct the
AWV, visits have not always been completed properly causing an incomplete visit, sometimes
requiring a repeat visit to ensure all documentation was completed to billing standards (Cuenca,
2011). Due to lack of guidance, the AWV has caused an increase in burden on the healthcare
team, as the AWV takes longer than a typical office visit, and as a result, physician productivity
decreased, as did patient satisfaction (Cuenca, 2011).
The basis of nursing is to prevent illness and promote health (American Nurses
Association [ANA], 2016). Furthermore, a nurse practitioner (NP) “provides the full spectrum of
health care services to include health promotion, disease prevention, health protection,
anticipatory guidance, counseling, disease management, palliative, and end of life care”
(National Organization of Nurse Practitioner Faculties [NONPF], 2012, p. 4). The role of nursing
aligns with the premise of the AWV by identifying risk factors and chronic illnesses; assessing
for depression, functional and fall risk, and cognitive impairment; and making a plan to decrease
present risk factors for disease and maintain well-being in light of chronic illness. A Doctor of
Nursing Practice (DNP) prepared NP receives an education in which to support “the changing
demands of this nation's complex healthcare environment” via “the highest level of
scientific knowledge and practice expertise to assure quality patient outcomes” (American
Association of Colleges of Nursing, 2015, para. 5). Identifying imperative health care
initiatives such as the AWV to support illness prevention and health promotion, and
working to enact the initiatives in a high quality, evidence-based methodology, are ways a
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DNP prepared provider can work to improve health care delivery and increase positive
patient outcomes.
Problem Statement
The organization of interest is a regional healthcare system which serves western
Michigan with hospitals, multiple specialty clinics, and several primary care clinics run by a
physician group. The parent organization is well-known for its dedication to care of older adults,
and this dedication trickles down into the work of the regional organization (Trinity Health,
2015). Approximately 23,000 Medicare patients are served in the primary care offices annually,
however fewer than 5% of these patients have received the AWV (Kimberly Fry, personal
communication, December 7, 2015), less than the national average of 7% (Thomas & Goode,
2014). The AWV aligns with the organization’s consumer promise “to be accessible, to listen
intently, and to provide expert guidance that empowers you to take an active role in your health
care decisions” (Mercy Health, 2015, para. 3).
While CMS addressed the required components to this visit, lack of a standardized
procedure for healthcare facilities to implement and provide the AWV could be a reason for the
low number of Medicare beneficiaries who have received this visit. Providing the primary care
office(s) with a comprehensive protocol to carry out the AWV is the first step in making this
visit a reality. A scholarly project entailing the creation of an efficient, evidence-based protocol
to improve the delivery of the AWV within the primary care setting was proposed to help the
primary care offices move forward with offering the AWV to its clients.
An assessment of the organization reveals that the senior administrators believe the AWV
is an important part of the patient care experience. Furthermore, the AWV aligns with the
organization’s mission to provide people-centered care and focus on care for the elderly. The
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AWV is a reimbursable benefit designed to be available to every Medicare patient as a way to
improve care delivery through early disease recognition and management (CMS, 2015). The
purpose of this project was to develop a comprehensive protocol that all RNs, Nurse
Practitioners (NPs), Physician Assistants (PAs), and physicians could reference in order to
successfully complete the AWV in its entirety. This protocol was piloted to determine its
effectiveness within one primary care office (the primary care office) in order to assess
feasibility and patient satisfaction. A business case was developed to support the use of a
dedicated member of the staff to conduct this visit.
At the time of the pilot, a gap in the care of older adults was noted throughout the
organization as only 2 out of 19 offices provided the AWV, and a limited number of providers at
these locations offered the visit. The AWV protocol was expected to modify current primary care
practice by improving care delivery to the older adult population, as well as increasing timely
access to resources. Additionally, by providing the patients who have Medicare with one of their
benefits, payments from Medicare for the AWV would increase revenue.
Evidence Based Initiative
A literature search for the Medicare AWV was conducted using Pubmed, CINAHL,
Cochrane Library, Science Direct, Google Scholar, as well as the Grand Valley State University
Library website. The search terms included: Medicare Annual Wellness Visit, Elderly, Older
Adult, Primary Care, Guidelines, and Implementation. Inclusion criteria for this search were:
human studies; in the English language; from the year 2010 to present, to reflect the time period
of the initiation of the Affordable Care Act (ACA) and the CMS mandate of the AWV beginning
in 2011. Exclusion criteria for this search were: non-English language. This literature review
returned no research studies related to the implementation of, or outcomes resulting from the
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AWV. When including the grey literature, primary evidence-based guidance for this project was
gathered from the CMS website, as well as published anecdotal reports of implementation of the
AWV in individual practices. The Institute of Medicine (IOM) website was referenced when
searching for the role of nursing in primary care. The Agency for Healthcare Research and
Quality was referenced when reviewing screening guidelines.
Implementation of the AWV into Primary Care Offices
At the time of this pilot, the effectiveness of the implementation of the AWV into
primary care practice had not been researched; thus, best practice for implementing the AWV
had not been established. Approaches to implement the AWV into primary care had been
published, but varied substantially from one office to another. Cuenca (2011) and Hughes (2011)
explained the implementation of the AWV in a step-wise approach, starting by communicating
with the patient using protocols for scheduling. During the scheduling process, the patient is
made aware of the AWV, including what it is, and what it is not. Prior to the in-office visit, the
patient’s history should be reviewed. Once the patient is in the office, the visit begins. The
person administering the AWV will complete the Health Risk Assessment (HRA); obtain vital
signs, height, weight, and BMI; and assess the patient’s cognitive ability. Then the patient is
counseled on required screenings and when they are next due; risk factors for poor health
outcomes and suggestions for improvement; and their personalized plan is developed. The
preparation time prior to the patient’s visit is not billed for, but the in-office AWV is billed for.
The provider must ensure all portions of the visit are documented to achieve a complete AWV
and subsequent reimbursement. Should the provider complete a physical or manage an episodic
complaint, the provider must input the correct billing code, and use a modifier to indicate the
visit is separate from the AWV (Cuenca, 2011; Hughes, 2011).
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Kainkaryam (2013) describes utilizing a shared medical appointment (SMA) to complete
the AWV. A SMA is a group appointment made up of patients who are of similar age. This
allows providers to provide the same education to the whole group, and couples can come to a
medical visit together. Hartford HealthCare Medical Group gathered a team consisting of a
physician, medical assistant, nurse, and behaviorist to provide the AWV in a group setting. Each
member of the team has a role in the SMA. The medical assistant is responsible for
documentation and set up. The nurse takes the vitals and provides immunizations if needed; the
nurse also helps with room set up and patient checkout. The behaviorist reviews the paperwork
from the patients, identifies risk factors, and helps with education. The physician provides group
education on screening and risk factors, requests follow up visits on any positive screens, and
then reconciles medications. The SMA as a method for conducting the AWV has 95% positive
feedback from the patients, demonstrates a “significant financial benefit” (Kainkaryam, 2013, p.
337), and provider satisfaction. The administration of screening tools was not discussed.
Thomas and Goode (2014) detail utilizing a pharmacist to complete the visit. The AWV
was initiated in response to patient demand for this benefit. A multi-disciplinary team developed
a plan for implementation of the visit, which included a written protocol and modification of the
electronic medical record (EMR). This visit was delegated to the pharmacist, who was an expert
in medication management and immunizations. Each patient was scheduled for a 30 minute visit;
appointments were scheduled once a week in an 8 hour time span. Nurses (type of nurse not
identified) roomed the patient, reviewed history and took vital signs; the pharmacist carried out
the rest of the visit, with a check-in by the patient’s physician at the end of the visit. The
physician would then review and cosign the visit. In the 6 month period of analysis, 8.7% of
eligible Medicare beneficiaries were seen. The authors reported that using a pharmacist to
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conduct the AWV is a valuable resource, however, the pharmacist cannot provide the AWV
independently as he/she is not a “provider” (Thomas and Goode, 2014, p. 433) with the ability to
bill for services.
Similarly, Warshany, Sherrill, Cavanaugh, Ives, and Shilliday (2014) reported on the use
of a pharmacist to provide the AWV. However, the pharmacist described in their report is a
clinical pharmacist practitioner (CPP). A CPP is considered an advanced practice provider in
North Carolina, and therefore is eligible to conduct the AWV. The clinic schedule allowed 40
minute time slots for conducting the AWV, and limited the number of AWVs to 16 per month.
At the end of one year, the monthly visits were not being filled; only 4.6% of the eligible
beneficiaries had scheduled and received an AWV. The CPP prepared the chart for the visit,
conducted all the visits, and formulated a plan of care based on the visit. While patient
satisfaction was not reported at the time of publication, the authors anticipated patient
satisfaction would be high, correlating with previous reports they reviewed.
The literature revealed several methods of conducting the AWV. All articles have
processes based on guidance from CMS and team development of a protocol for implementation.
At the time of this pilot, outcome data were not available.
Who Should Conduct the AWV?
The role of nurses in primary care expanded with the implementation of the ACA.
Primary care is becoming increasingly complex, requiring chronic disease management and
preventing hospitalizations, and nurses are at the forefront of care coordination and quality
improvement of care (Institute of Medicine (IOM), 2011). The Institute of Medicine (IOM,
2015) suggested that in order for patients to receive unique and personalized care, the way
healthcare is delivered must be transformed. Initiatives identified under the ACA have stimulated
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care transformation, however the role of nurses in healthcare delivery can help to expand this
transformation. The IOM states “the nursing profession is making a wide-reaching impact by
providing and affecting quality, patient-centered, accessible, and affordable care” (IOM, 2015,
para. 4). The first key message of the IOM’s report The Future of Nursing: Leading Change,
Advancing Health (2011) is that “nurses should practice to the full extent of their education and
training” (p. 85).
Each member of the primary care workforce plays an integral role in the team. “Health
promotion, education, and assessment are essential components of primary care that are also
traditional strengths of the nursing profession; these services may be provided by either
registered nurses (RNs) or advanced practice registered nurses (APRNs)” (IOM, 2011, p. 55).
Keeping this in mind, the registered nurse in the primary care setting is most equipped to provide
older adults with the AWV. The unique assessment skills of a registered nurse can lead to
identification of “new health problems or needs” (IOM, 2011, p. 55) revealed through the AWV
screening. The second component of the AWV includes individualized planning to promote
well-being, which includes education on risk factors, preventive medicine, referrals to
community resources, and disease management (IOM, 2011). While the advanced practice
registered nurse is also in a position to conduct the AWV, the time associated with administering
the AWV can interfere with other responsibilities the advanced practice registered nurse fulfills
within the primary care setting.
Implementing Change in the Primary Care Setting
Implementing evidence-based guidelines in primary care can be challenging due to
conflicting guidelines, lack of time for the provider to review the new guidelines, and difficulties
in understanding the guidelines. Liddy, Blazhko, Dingwall, Singh, and Hogg (2014) explored the
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barriers to implementing new care guidelines and how practice facilitation could improve this
process. A practice facilitator (PF) is one who knows health care and is skilled in managing
change and works with an organization to facilitate the implementation of evidence-based
guidelines (Knox et al., 2011). The key barriers identified were “organizational behavior,
practice accessibility, practice engagement, resistance to change, and competing priorities”
(Liddy, Blazhko, Dingwall, Singh, & Hogg, 2014, p. 4). The PFs utilized “flexibility, integration,
persistence, and tailoring” (p. 4) to assist with solutions to counteract the barriers identified.
Similarly, Arar et al. (2011), examined the insights of staff related to implementing
change in the primary care setting. The majority of participants expressed the importance of
improving patient care by “improving the process of care” (Arar et al., 2011p. 294) and
“improving the patient’s involvement in his/her care” (p. 294). Despite this perceived
importance, there were still reported barriers to change, including lack of acceptance of the
change, personality conflicts and lack of rapport among staff, “power struggles” (Arar, 2011, p.
297), barriers related to finances and insurance, space, and lack of education.
Change processes in the primary care setting might benefit from a model of
implementation. Holtrop, Potworowski, Fitzpatrick, Kowalk, and Green (2015) utilized the
macrocognition framework when implementing care management into five primary care offices.
This framework led to positive “behavior change and clinical improvements made by the
patients” (Holtrop, Potworowski, Fitzpatrick, Kowalk, and Green, 2015, p. 6) involved in the
intervention, adoption of the intervention by the majority of patients, and good implementation
in two of the five clinics. The framework has multiple components: coordinating, planning,
decision making, managing the unknown, monitoring and detecting, and sensemaking and
planning, all of which work together to lead to successful change in primary care. The authors
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suggest this framework allows for a deeper understanding of how teamwork can lead to
successful practice interventions.
A longitudinal study by Morténius, Fridlund, Marklund, Palm, and Baifi (2012) identified
strategic communication, or the “purposeful use of communication by an organization to fulfill
its mission” (Morténius, Fridlund, Marklund, Palm, & Baifi, 2012, p. 131) as a key factor among
primary care staff influencing willingness to change practice. Over half the participants reported
a new way of thinking with the strategic thinking. Approximately one-third of participants
reported making a change, or hoping to make a change to their current practice. These
researchers also identified that those who had been employed with the organization longer were
more resistant to change; those who could be persuaded by change were more likely to make the
change.
Implementing evidence-based guidelines into primary care can be challenging.
Considering the culture of the office in which the change is to be made, and tailoring the
implementation process to meet the team where they are can lead to successful implementation
(Liddy et al., 2014). Utilizing a team based approach and a framework for implementation can
lead to further success (Holtrop et al., 2015; Arar et al., 2011). Maintaining communication at the
forefront of innovation can increase the acceptance of any proposed change (Morténius et al.,
2012). Keeping these considerations in mind when introducing innovation or suggesting change
in the primary care setting should increase willingness to change and increase the success of
implementation.
Geriatric Syndromes
A separate literature search was conducted to garner in-depth information about the
geriatric syndromes of depression, functional impairment, falls, and cognitive impairment, and
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the screening tools used in detection of these syndromes. Pubmed, CINAHL, Cochrane Library,
Science Direct, Google Scholar, as well as the Grand Valley State University Library website
were used to locate this information. The search terms included: Elderly, Older Adult,
Depression, Functional Ability, Falls, Cognition, Depression Screening, Functional Risk
Screening, Dementia Screening, Primary Care, and Screening Tools. Inclusion criteria for this
search were: human studies; in the English language; from the year 2010 to present to remain
consistent with the timing of the AWV and to ensure the most up to date information was
reviewed. For purposes of clarifying screening tools, studies were found outside of the 2010 to
present time frame. Exclusion criteria for this search were: non-English language.
Best Practices for AWV Assessments
While CMS has identified the important geriatric syndromes of depression, functional
impairment, falls, and cognitive impairment of importance to screen for during the AWV, it has
not indicated which screening tools should be used to identify dysfunction (CMS, 2015). CMS
recommends the AWV administrator “select from various available standardized screening tests
designed for this purpose and recognized by national professional medical organizations” (CMS,
2015, p. 2). Multiple screening tools are available for each domain. The lack of guidance from
CMS regarding screening tools for identifying fall risk and cognitive impairment has sparked the
facilitation of workgroups to identify best practice in conducting these screenings. The
importance of these syndromes is discussed below, followed by available screening tools for
each syndrome.
Depression. Depression occurs in up to 20% of community dwelling older adults, and the
incidence of chronic illness can increase the occurrence of depression (Centers for Disease
Control and Prevention (CDC), 2015a). Additionally, up to 20% of community dwelling adults
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present with symptoms of depression that go unrecognized (Magnil, Gunnarsson, & Bjorkelund,
2011; Pfoh, Mojtabai, Bailey, Weiner, & Dy, 2015). Depression in the older adult can lead to a
decrease in functional ability, increased use of healthcare, and a higher rate of suicide; therefore,
early diagnosis is important to decrease healthcare spending and disability as a result of
depression, as well as to provide the older adult with the proper support and treatment (Pfoh et
al., 2015). Despite depression screening being incorporated as a quality measure of healthcare
(Pfoh et al., 2015), and the drive for standardized screening, there is still a gap in care because of
a lack of quality treatment for those who have a positive screen (Almeida et al., 2012).
Functional decline. Functional ability is understood to be the ability of someone to
complete activities of daily living (ADLs) and instrumental activities of daily living (IADLs)
(Geron, 2002). ADLs are the basic activities one needs to complete to care for oneself, such as
eating, toileting, and transferring. IADLs are more complex, yet necessary activities such as the
ability to take one’s medication or complete tasks such as shopping or managing bills. The
ability to complete IADLs can determine if an older adult can be self-sufficient (Geron, 2002).
Functional limitations occur in approximately 25% of older adults aged 60-69; this
number increases to almost 60% in adults over 80 years of age (Holmes, Powell-Griner,
Lethbridge-Cejku, & Heyman, 2009). Frailty has been found to occur in up to 40% of older
adults (Pialoux, Goyard, & Lesourd, 2012). While older adults can have obvious or acute events
that lead to functional decline, often the signs of decline can be subtle, requiring screening to
identify these changes. The presence of chronic disease often leads to functional decline, which
can manifest as disorders in mood or cognition; pain; impairment in sensory abilities; adverse
drug reactions; and difficulty with gait and balance. Min and Shekelle (2012) suggest “when
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multiple conditions coexist, the potential for additive or interactive effects of these health
conditions is greater, further complicating determination of risk” (p. 2168).
Fall risk. Each year, more than 2.5 million emergency visits are related to falls; 700,000
patients are hospitalized for a fall-related injury (CDC, 2015b). The National Council on Aging
(2015) reports that “falls are the leading cause of fatal and non-fatal injuries for older
Americans” (para. 1). As many as 1 in 3 older adults fall each year, at worst, falls can lead to
broken bones, traumatic brain injuries, fear of falling again, and death (CDC, 2015b).
Additionally, falls can lead to social isolation, increased decline, and depression (National
Council on Aging, 2015). Screening for falls can indicate when an older adult is at risk for
falling and interventions can be taken to decrease fall risk, therefore decreasing healthcare
spending and falls while improving quality of life.
Cognition. Dementia is a term which encompasses a decline in individuals’ memory
and/or thinking. This decline leads to the inability for individuals to maintain their activities of
daily life (ADLs) (Alzheimer’s Association, 2015). The Alzheimer’s Association (2015) suggest
that up to half of those with Alzheimer’s disease (AD) have not been diagnosed or have not been
informed of their AD diagnosis. Researchers believe that early detection of AD “will be key to
preventing, slowing, and stopping Alzheimer’s disease” (Alzheimer’s Association, 2015, p. 8).
Early diagnosis has the potential to improve management, decrease hospitalizations, create a
provision for a long-term plan, and improve the patient’s care overall (Borson et al., 2013).
Evidence Based Screening Tools
There are several screening tools available to use in the assessment of depression,
functional risk, falls, and cognition. The assessments vary in how they assess the syndrome of
interest. A brief description of the common tools and their validity are presented in Table 1.
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Recommendations, based on the evidence, for the most appropriate tool to be used during the
AWV, were made.
The Patient Health Questionnaire-9 (PHQ-9) (Pfizer, n.d.) and Geriatric Depression Scale
(GDS) (Yesavage et al., 1982) are two tools used in the primary care setting for assessment of
depression. The PHQ-9 was developed to assess adult of any age, while the GDS was tailored to
assess the population aged 65 and older. Phelan et al. (2010) compared the performance of the
PHQ-9 and GDS in a sample of 71 older adults. They found that both screening tools performed
similarly when using the tool to detect major depression. The authors suggest that either test
could be used when screening older adults for depression in the primary care setting. As the GDS
is focused on the older adult, it is suggested that this screening tool be used in the AWV.
The Health Assessment Questionnaire Disability Index (HAQ-DI) (Fries, Spitz & Young,
1982) and Katz Index of Independence in Activities of Daily Living (Katz ADL) (Katz, 1983)
are two tools used for the assessment of functional ability. The HAQ-DI assesses activities of
daily living (ADLs) as well as instrumental activities of daily living (IADLs) while the Katz
ADL solely assesses the ability to complete ADLs. As the HAQ-DI is a more comprehensive
tool which has been validated in the primary care setting, it is recommended for use during the
AWV.
There are three recommended screening tools by the Panel on Prevention of Falls in
Older Persons, convened by the American Geriatrics Society and British Geriatrics Society
(AGS/BGS, 2011) for assessment of fall risk: the Timed Up and GO (TUG) (Podsiadlo &
Richardson, 1991), the Berg Balance Scale (BBS) (Berg, Galvin, Keogh, Horgan, & Maki,
1992), and the Performance-Oriented Mobility Assessment (POMA) (Tinetti, 1986). The TUG
measures functional mobility; however, multiple studies as identified by Barry, Galvin, Keogh,
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Horgan, and Fahey (2014), Herman, Giladi, and Hausdorff (2011), and Schoene et al. (2013) in
systematic literature reviews suggest the TUG actually is limited in its ability to predict risk for
falls. The BBS solely assesses balance (Podsiadlo & Richardson, 1991) while the POMA
assesses balance and gait (Tinetti, 1986). Considering the recommendations of these three tools
from the AGS/BGS and results of multiple literature reviews, the most comprehensive fall risk
assessment would be combined results from the TUG and POMA.
The American Geriatrics Society (2012) advises using the Mini–Mental State
Examination (MMSE) (Folstein, Folstein, & McHugh, 1975), Montreal Cognitive Assessment
(MOCA) (Nasreddine et al., 2005), Mini-Cog (Borson, Scanlan, Brush, Vitaliano, & Dokmak,
2000), or AD8 (Galvin et al., 2005) for cognitive screening in older adults. The AD 8 has also
been recommended for use by the Alzheimer’s Association (Cordell et al., 2013). The Mini-Cog
is recommended for use during the AWV, due to its brief, two task administration and strongest
validity. While the MOCA is the most reliable tool at present in detecting Mild Cognitive
Impairment (MCI) and AD, it is composed of 30 questions, which is time consuming in an
already time limited visit. It is recommended that this tool be used to further assess someone who
shows evidence of cognitive impairment.
The AWV was designed to identify risk factors for or the presence of depression,
functional impairment, falls, and cognitive impairment. A search of the literature identified the
current tools used in screening for these geriatric conditions. A recommendation for use during
the AWV was made based on the critical review of each screening tool. As one ages, “an
emphasis on preservation of functionality and quality of life increasingly take precedence over
simple extended biologic longevity (Nicholas & Hall, 2011, p. 5). By identifying depression,
functional decline, fall risk, and cognitive impairment via the AWV, the personalized plan of
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care can help the older adult preserve function and quality of life while managing risk
factors/presence of illness.
Conceptual Frameworks
In order to create a protocol for use when conducting the AWV in the primary care office
two conceptual frameworks were identified to guide this process. Conceptual frameworks are
useful for guiding project design and implementation (Moran, Burson, & Conrad, 2014). The
Chronic Care Model (Wagner, 1998) will be utilized to understand the phenomenon of interest
(the AWV) and how to develop an effective protocol. The Plan-Do-Study-Act Model (Institute
for Healthcare Improvement [IHI], 2016) will be used to guide the process of developing and
revising the protocol.
Chronic Care Model
The Chronic Care Model (CCM), developed by E. H. Wagner in 1998 (Wielawski, 2006)
“identifies and organizes the changes needed in the health care system, the practice, and the
patient to improve outcomes” (Glasgow et al., 2001, p. 581). There are six tenets to this model:
“community resources and policies, health care organization, self-management support, delivery
system design, decision support, and clinical information systems” (Bodenheimer, Wagner, &
Grumbach, 2002, p. 1776). The CCM aligns with the overarching objective of nursing care:
prevention of illness and a change in health related behavior to increase health and decrease
health disparities (Glasgow et al., 2001). Each of the tenets are described below. See Appendix A
for a depiction of the CCM.
Concepts of the CCM. The concepts of the CCM are defined in Table 2. The AWV, as it
fits into the CCM, is also depicted in this table. When these components work together, as they
are meant to, the outcome of the CCM is “an informed, activated patient interacting with a
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prepared, proactive practice team, resulting in high-quality, satisfying encounters and improved
outcomes” (Bodenheimer et al., 2002, p. 1777).
Plan-Do-Study-Act
The Plan-Do-Study-Act (PDSA; IHI, 2016) model is a depiction of a continuous process
which can be used to implement change. The four stages include making a plan for conducting
change, trialing the change, assessing the results, and acting on the findings (Moule, Evans, &
Pollard, 2013). This model allows for quick review and the ability to make changes while
working toward the end goal of process change, so it is ideal for use in this project (Taylor et al.,
2014). See Appendix B for a depiction of the Plan-Do-Study-Act Framework.
The process of PDSA starts with Planning. In this phase, the project manager/team must
identify where improvement is necessary, what type of change is required, where to make a
change to the process, how to make the change, and how to measure the effect of the change.
Using this information, objectives can be identified, questions are presented, and a plan is
developed to achieve the objectives and answer the questions of interest. Next, the Do phase
begins, where the plan is enacted, results are recorded, and problems are identified. In the Study
phase, the results of the enacted change are analyzed, which include how and to what extent the
process improved; whether objectives of the change were met; whether the process was easier or
more challenging with the new plan; if anything not planned for occurred, and what was learned;
or if more information must be gathered. Finally, in the Act phase, the plan is revised based on
the study results (United States Department of Health and Human Services Health Resources and
Services Administration, 2011).
This project was guided by the PDSA model in a way that allowed for clear
understanding of each step planned. Plan: A gap in care for improving identification and
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management of multiple geriatric conditions in Medicare patients and the potential for improving
care delivery and access to resources was noted throughout primary care offices within the
organization. The project aimed to use a team-based approach to create a comprehensive
protocol for completing the AWV in the primary care office after an organizational assessment
revealed offering the AWV was a high priority task. Do: Using resources identified from CMS
and the grey literature, a comprehensive protocol for completion of the AWV was developed.
Members of the care team participated in development of the protocol to ensure its applicability
within the clinic. Assistance was obtained from medical assistants, nursing staff, and the nurse
practitioner at the office. Study: Feedback on the protocol was requested from the project
committee members as well as the staff at the office to ensure practicality of use. Feedback from
the members listed led to protocol modifications. Act: The protocol was then trialed with seven
patients within this office who were eligible for the AWV. Patient satisfaction and feedback were
evaluated. The protocol was modified based on patient and provider feedback. The protocol was
made available to the office for use in everyday practice. A business case for performing the
AWV at this location will be presented to the organization’s primary care key stakeholders.
Need and Feasibility Assessment of Organization
An organizational assessment was completed using Burke and Litwin’s (1992) Theory of
Organizational Change and Performance, which guided the exploration of the organization.
Questions were guided by the Department for International Development’s (2003) adaptation of
the Burke and Litwin Model, which suggested key questions to ask during an organizational
assessment. This model offers 12 variables which interact to advise the assessor of how the
organization performs and where the area(s) necessary for change are located. The model shows
the most powerful variable within an organization (the external environment) and relates
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transformational and transactional factors as they relate to individual and organizational
performance.
The transformational factors include the organization’s mission and strategy,
organizational leadership, and the organizational culture. The transactional factors include the
structure of the organization, the practices of management, policies and procedures (systems),
individual skills, motivation, work unit climate, and the individual’s needs and values. All of
these factors interact with each other and culminate in individual and organizational
performance. Each of the factors in the model as they related to the practice group are presented
in Appendix C. Using the information gathered during the organizational assessment and in
conjunction with the factors of the organizational theory, a diagram was developed to
demonstrate the internal strengths and weaknesses as well as external opportunities and threats of
the intended project.
The external environment refers to the outside circumstances that influence the
organization, whether positively or negatively. The factors that drive the organization forward or
hold it back are part of the external environment (Burke & Litwin, 1992; Fleenor & Prince, 1997;
University of Exteter, n.d.). The most prominent external factor which affected the organization
is the Affordable Care Act (ACA), signed into law in 2010. The major goal of the ACA was to
improve the quality of healthcare, yet make it affordable for all Americans, including the elderly.
This includes preventive care at no cost to the consumer, prescriptions for the elderly at a
reduced cost, improved protection of consumers against health care fraud, and improving
Medicare benefits. Medicare recipients benefited from the implementation of the AWV and an
increased number of covered preventive care measures such as immunizations and screenings
(CMS, 2015a; United States Department of Health and Human Services, 2014). The AWV, a
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component of the ACA, was an external factor affecting the organization. An additional external
factor affecting the organization was the presence of two additional health systems in west
Michigan. If these systems would have initiated the AWV, existing patients might have sought
care outside of the organization to receive the benefit of the AWV.
Transformational factors include the organization’s mission and strategy, leadership,
organizational culture, and individual and organizational performance (Burke & Litwin, 1992).
Implementation of the AWV into practice within primary care aligned with the mission and
strategy of the organization to support the elderly. The AWV paved the way for provision of
high quality, comprehensive, and personalized care for the elderly, which was in alignment with
the organization’s vision. By providing expert and empowering guidance via the individualized
patient plan, providers administering the AWV could align their practice with the mission and
vision of the organization (Mercy Health, 2015).
Senior leadership was believed to be forward thinking in their vision to drive the
organization forward with initiatives to become a leader in health care. While decisions were
made top down, collaboration between leadership and each primary care office occurred when
implementing initiatives such as the AWV. Each office was allowed to decide whether or not to
offer the AWV, which led to inconsistency in its availability. Overall, the organizational culture
was supportive of the AWV.
The organization’s initial attempt at bringing the AWV into practice was not well thought
out, and therefore unsuccessful. This led to negative opinions of the AWV in practice (Dr. David
Blair, personal communication, December 4, 2015). There were locations interested in providing
the visit, but did not know how, as well as locations that did the visit, but incorrectly. Many
primary care offices within the organization had verbalized a desire to provide these visits to
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their patients, but were unable to add another task to their workload (Tamara Dingeman, personal
communication, October 20, 2015). With the appropriate training, and a dedicated team member
to complete the AWV, providers were more comfortable with introducing this visit for their
patients (Dr. Thomas Foster, personal communication, November 6, 2015).
Transactional factors are those factors which invoke “short-term reciprocity” (Burke &
Litwin, 1992, p. 530) from members that can internally alter performance on a personal or
possibly an organizational level (Burke & Litwin, 1992; Fleenor & Prince, 1997). Transactional
factors include the organization’s structure, the practices of management, and policies and
procedures (systems); work unit climate; task and individual skills; the individual’s needs and
values; and motivation. Each primary care office had a practice leader who was responsible for
developing the annual budget; maintaining staffing, including hiring and corrective action;
setting clinic standards of care; and communicating with the staff and the organization
leadership. Practice leaders were considered to be responsible for driving the implementation of
the AWV into practice as a standard of care; however, motivation to add the AWV (another task)
to daily workflow was expected to be a challenge. Encouragement and support from
management, as well as improvement in quality measures and patient satisfaction as a result of
the AWV can improve motivation among staff.
Each primary care office was composed of several provider teams. The model that the
organization used was comprised of one physician, one APP, and either one LPN and one MA,
or two MAs. This design was to ensure the team worked together consistently to establish a good
working relationship, and trust among all members of the team. At the start of the project, the
provider teams did not include a RN, who would be a key player in implementation of the AWV.
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There was ongoing recruitment for more RNs in the clinic setting. However, the organization had
been unable to fill these positions.
Physicians are hesitant to allow other office personnel to administer the AWV because of
concerns about losing the relative value units (RVUs; compensation) which can be gained from
these visits (National Health Policy Forum, 2015). However, working as a team to conduct the
AWV and review the results would ensure the patient is cared for in an appropriate manner and
that the physician receives his/her RVUs.
All of the transactional factors together culminate in the way the individual and
organization performs. Many factors are included in performance, including “productivity,
customer satisfaction, profit, and quality” (Burke & Litwin, 1992, p. 533). Another indicator of
performance is the effort put into the outcome. Simply put, individual and organizational
performance is how members and groups within the organization respond when driven by the
mission, leadership, and culture (Burke & Litwin, 1992). Within the organization where the
AWV pilot occurred, individuals were motivated to work with their patients to provide valuebased care. Oftentimes this was challenging as patients and providers could have different
visions of what their care entails. The organization was focused on patient satisfaction,
reimbursement for services provided, and compliance with government mandated services. As
with many organizations, financial reimbursement was the bottom line, achieved by quality of
care and provided services (Dr. Kimberly Lanning, personal communication, December 30,
2015).
SWOT Analysis
An analysis of the Strengths, Weaknesses, Opportunities, and Threats (SWOT) (Mind
Tools, 2016) associated with carrying out this project at the primary care office was completed.
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A SWOT analysis of the circumstances surrounding the project is depicted in Appendix D.
Components of this analysis included the strengths and weaknesses identified from within the
organization, as well as opportunities and threats identified in relationship to the community.
Strengths
Key to the success of this project was the support achieved from leadership. As visits
were already being completed within the organization, incorporating the AWV into practice in
the remaining offices was vital. The organization emphasized the vision of providing people
centered care, as well as care for the elderly. These visions aligned with the purposes of the
AWV. Approximately 23,000 of the provider group’s patients were age 65 or older (Kimberly
Fry, personal communication, December 7, 2015), ensuring there were enough patients to make
this visit worthwhile. Finally, through this visit, dementia, depression, falls, and safety risk could
be identified earlier, leading to improved care management and increased patient satisfaction.
Weaknesses
The initial implementation of the AWV was not successful at the primary care office
where this project occurred because there was not a dedicated RN in the office, and a lack of
perceived support for the AWV by some office physicians. The organization’s leadership was
actively recruiting RNs for each location, but the interest of RNs to work in a clinic setting was
lacking. Also, providers were not adequately trained to conduct this visit. This visit, if done
correctly, takes longer than a typical provider appointment, presenting scheduling challenges if a
provider was required to conduct this visit. In addition, there was a new EMR charting system
implemented at the same time, which was expected to be overwhelming for the providers.
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Opportunities
The AWV is a reimbursable visit by Medicare, expected to increase revenue for the
facility. It is a longer visit than the usual 15 minute scheduled provider visit, and was likely to
increase patient satisfaction. During the visit, chronic illnesses are reviewed which can lead to a
higher capture rate, and more revenue. At the same time, this visit allows for capture of quality
indicators, such as routine screenings like mammograms and colonoscopies. When dementia,
depression, falls, or safety risk are identified earlier, patients can receive early access to services
and an increased quality of life. In 2015, a total of 1534 patients who were seen at the primary
care office were Medicare beneficiaries (Kimberly Fry, personal communication, December 7,
2015). If all the AWV eligible patients received an initial AWV, over $250,000 of additional
revenue would be generated; a subsequent AWV would generate over $170,000 per year.
Threats
The AWV has the potential to decrease the number of patients seen in a day, because it is
longer than a typical office visit. CMS continually modified the rules and requirements for this
visit following its inception in 2012, which often caused confusion and missed documentation.
CMS proposed the AWV, but no standardized guidelines or gold standard testing were
recommended. Mechanisms for follow-up were yet to be identified, and there was limited access
to AWV outcome measures. Finally, there was a lack of awareness among Medicare
beneficiaries regarding the existence and purpose of this visit and their eligibility for this benefit.
Organizational Needs Identified by the Assessment and SWOT Analysis
When the Medicare AWV was introduced in 2011, the organization attempted to
implement this visit into all of its 19 locations through the installation of Wellness RNs. A group
of six RNs were hired to split their time between three to four clinics each. Unfortunately, the
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Wellness RNs were met with adversity, and the majority of these RNs pursued other
opportunities within the organization. At the time of this project, only one Wellness RN
remained, and worked in just one of the other primary care clinics to provide this visit to its
Medicare beneficiaries. Senior level management verbalized the need to successfully bring this
valuable patient benefit to all locations. A standardized, all-inclusive written protocol for
completion of the AWV, to be used in all clinic locations in the future, was an identified need to
bring the concept of the AWV to reality in all the primary care clinics in west Michigan within
this organization.
The CCM (Wagner, 1998) provides guidance for understanding the drive to implement
the AWV for older adults. While all parts of the CCM are utilized in the application of the AWV,
the most prominent component of the CCM as it relates to the AWV is the delivery system
design: an effective plan to manage chronic illness in a system that focuses primarily on acute
illness. The AWV is a way to identify chronic illness and risk for chronic illness through the
health risk assessment and multiple screenings. Health advice and community resources are
provided to help the patient prevent further risk or maintain the level of illness present.
The purpose of the developed protocol manual is to illustrate a team-based approach to
provide step-by-step directions to complete the visit, and to ensure consistency and completeness
in the exam, documentation, and billing. The goal of this protocol is to assist all parties who have
a role in the AWV, from scheduling, to assistive personnel, to the provider, to billing. The
protocol demonstrates identification of those eligible for this visit; how to contact these patients
and schedule the visit; scripting for scheduling and performing the visit; step-by-step directions
to complete the screening assessments; how to chart the visit in the EMR, including screen shots;
how to code and bill for the visit; and other needs identified by the organization as the protocol
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was developed. The baseline process flow, in the form of a short “job aid,” serves as a brief
overview of how the AWV is conducted; however, detail is required to ensure the thoroughness
and completeness of the visit in a location that does not currently complete the AWV. Not only
was the protocol needed, it also was important to trial the procedure to ensure accuracy,
consistent workflow, and successful accomplishment of all components of the AWV. Input from
patients was assessed to evaluate the effectiveness of the AWV as a part of their care. Revisions
were necessary to ensure thoroughness and effectiveness. A business plan was developed to
communicate the need for, and most effective method of conducting the AWV at this office.
Project Plan
Purpose of Project with Objectives
This project provided the primary care office with a comprehensive protocol to use to
complete the AWV for their Medicare patients. The ultimate goal of this project was to improve
delivery of care to Medicare patients by earlier identification of geriatric syndromes, and referral
for diagnosis and available resources. At the time of the project, this office did not provide the
AWV to their Medicare patients. The objectives for this project were:
1. Plan/Do: To use a team-based approach to develop a comprehensive protocol for use
in the primary care setting of how to conduct the AWV. This includes:
a. Background information to inform the person providing the AWV
b. Identification of eligible patients
c. Contacting the patient and explaining the AWV
d. Scheduling the patient for an appointment
e. Steps to take prior to the AWV
f. Day of the visit
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g. Discussing findings with the patient’s provider
h. References
i. Visit flow sheet
j. Forms to reference
2. Study: To revise the protocol based on feedback from key stakeholders.
3. Act: To trial the protocol on 5-10 AWV eligible patients. The following information
was collected for each visit:
a. Total time to complete the following:
i. Identifying, contacting, and scheduling the patient for the AWV
ii. Preparing for the AWV by reviewing the EMR for information to
complete the vaccination and screening portions of the HRA
iii. Completing the AWV in the office by reviewing the HRA and
updating the patient’s chart, completing the four mandatory screenings
(GDS, Mini-Cog, TUG/fall risk, and functional assessment screening),
goal setting, creating the personalized plan of care, and billing/coding
the visit
iv. Following up on pertinent findings with the patient’s primary care
provider
b. Amount of additional prevalent information identified via the AWV and
updated in the chart, including:
i. Chronic diseases
ii. Current medications
iii. Providers
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iv. Positive screens and follow up with provider
v. Screening guidelines met/advised on
c. Feedback from the patient, including:
i. Awareness and understanding of the AWV
ii. Convenience in scheduling
iii. How the visit could have been improved
iv. Was the visit enjoyed/not enjoyed
v. If a subsequent AWV will be scheduled
vi. Overall satisfaction
4. To disseminate the findings of this project via the Scholarly Project Final Report at
the Kirkhof College of Nursing.
5. To present a business case in the form of a white paper and oral presentation, based
on the findings of the protocol trial, to key stakeholders for conducting the AWV at
the primary care office.
Type of Project
This project was the development of an evidence-based protocol for care delivery in
primary care. The feasibility of the protocol was trialed on seven patients. A business plan was
written to inspire clinical practice change at the primary care office.
Setting and Resources Utilized
This project was completed to benefit the primary care office. Input regarding the
development of, and review of the protocol was solicited from members of the primary care
team. Resources required for success of this project included access to the EMR in order to
develop the stepwise approach to each component of the protocol, obtain screenshots of the
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required charting components, and assess the tools available. The input of the office staff was
valuable for developing the steps of the protocol; navigating the EMR; and helping the DNP
student understand routine parts of the patient visit (patient flow). Finally, the most important
resource was continued support of the project advisory team and staff at the office, especially the
community project advisor for assistance navigating the EMR and obtaining essential
information from the organization.
Design for the Evidence-Based Initiative
The protocol was developed based on the evidence-based guidelines set forth by CMS
and guidance from the PDSA (IHI, 2016) model in the approach to protocol development. After
shadowing the Wellness RN at another primary care office within the organization, the protocol
was tailored to include the screening tools that two other primary care offices within the
organization had in place for the AWV. Articles obtained from the grey literature that reported
how the AWV was designed and implemented were used as references in development of this
protocol. The protocol was developed in conjunction with clinic staff, in order to assure it
aligned with the workflow and culture of that location. Once the protocol was written, members
of the office were asked for their feedback and the protocol was revised.
The protocol was then trialed by the DNP student with seven patients who are eligible for
the AWV to assess how the written protocol represented the reality of the conducted visit. The
protocol was updated based on information learned during the visit, as well as patient feedback.
A business plan to make the case for conducting the AWV with a dedicated RN was developed
and for presentation to senior leadership at the organization. See Appendix E for a diagram
illustrating the flow of the project.
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Participants and Recruitment
Participants involved in this project included the student, her scholarly project advisory
team, and staff at the primary care office. Feedback was obtained from the two RN case
managers, three MAs, and one NP. While physician feedback was requested, it was not received,
likely due to competing interests and concurrent time off while the project was being
implemented.
Initially, the DNP student estimated conducting the AWV with 5-10 patients would be
sufficient to ensure a mix of patients and adequate feedback on the process. A total of 10 patients
were contacted to schedule the AWV. The patients were contacted in person during their
scheduled office visit and via phone after being suggested by their primary care physician. Each
potential patient received a verbal explanation of the AWV, time and appointment requirements,
and was allowed to ask questions. If the participant was interested in scheduling an appointment,
he/she was scheduled for a two hour time period based on availability within a one week period.
The patients were scheduled and received an automated reminder phone call for their
appointment time the day prior to the AWV.
Measurement: Sources of Data and Tools
The sources of data for the protocol part of this project included the project advisory
committee and the staff at the primary care office. The DNP student engaged in verbal discussion
with the staff to ensure ease of use, applicability to the office, clarification of questions, and for
solicitation of suggestions for improvement. The questions discussed with the staff are included
in Appendix F.
The sources of data for the trial part of this project were received from the patients seen
for an AWV. Prior to the AWV, data were obtained from background factors obtained during the
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process of trialing the protocol. First, a record of time was collected which included the time
required for each step of the visit. The specific time inquiries are listed in Appendix G. In
addition, the following data were collected: 1) patient age; 2) patient gender; 3) pre/post AWV
number of chronic illnesses on the chart; 4) medication type and dose accuracy pre/post AWV;
5) current health care providers listed on the chart pre/post AWV; 6) the number of “positive”
(indicating a problem) health screens from the AWV; 7) the follow-up plan from the AWV; and
8) the number of health care guidelines (such as mammograms and other screenings) met prior to
and after the AWV. These data are listed in Appendix H. Finally, the patients were asked several
questions in order to assess satisfaction and garner feedback. The questions were delivered in the
form of a survey. No identifying information was asked on the survey. The response forms were
collected in envelopes sealed by the patients, which were opened after 4 patients had their visits
in order to maintain anonymity. The last 3 response forms were opened after the DNP student
completed the final visit. The response forms were used to modify the protocol for upcoming
visits. The survey questions are included in Appendix I. These data will be used in presenting the
business plan to the organization.
Steps for Implementation of Project, Including Timeline
The initial step for this project was to read the available literature to learn and understand
the AWV. Based on the literature review, and collaboration with staff at the primary care office,
the comprehensive protocol for conducting the AWV was written, ensuring that all components
of the AWV as mandated by CMS were included. This was completed in March 2016. The
project proposal defense occurred in mid-March 2016. The project was submitted to the
Institutional Review Boards (IRB) at both Grand Valley State University and the organization
for review of the intended project and its anticipated outcomes. The protocol was submitted to
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key stakeholders at the office for feedback. Patients were contacted at the end of March to
schedule the AWV. Patients were seen in early April 2016. Data were analyzed in mid-April
2016 and prepared for inclusion in the Scholarly Project final report, which was completed at the
beginning of May 2016. At that time, the final report was presented to the Kirkhof College of
Nursing community. A meeting was scheduled with senior leadership at the organization in May
2016, to present the business plan for a dedicated RN to conduct the AWV at the primary care
office.
Budget Reconciliation
The annual salary of a full time RN with benefits in 2015 was $75,933 (personal
communication, Benefits Administrator, March 9, 2016). The cost of a computer for use by the
RN is estimated at $2,000; additional monthly costs, made up of computer software, workspace,
utilities, and supplies (paper, envelopes, postage) are estimated at $300/month. It is estimated
that the first four weeks of employment will be general orientation, with an additional 2 weeks of
time needed to schedule and prepare upcoming visits; no visits are anticipated for the first six
weeks of employment. The projection is the RN will start with 5 visits per week (weeks 7-10),
increase to 10 visits per week one month later (weeks 11-14), and then, by week 15 of
employment, conduct 15 visits per week. With this plan, one RN can see 41% of the Medicare
patients who are seen at this office per year. The return on investment for the Initial AWV comes
in week 28 (Figure 1). The second year, if all visits are Subsequent AWVs, the monthly net
return is +$631.20.
The protocol was the outcome of this scholarly project and thus does not have to be
included in the budget, although there may need to be some revisions as the protocol is
implemented using the PDSA cycle. The protocol implementation was billed for by the DNP
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student’s preceptor. The DNP student piloted the protocol with seven patients. The cost to the
office for the seven patients was included as part of the preceptor’s salary. Approximately $1,169
was billed for reimbursement.
Ethics and Human Subjects Protection
This project was submitted for review to the Grand Valley State University IRB. The
Grand Valley State University deemed this project “not research.” See Appendix J for the letter
of determination from Grand Valley State University. This project was also submitted to the
organization’s IRB. The organization deemed this project “not considered human subjects
research,” but “a clinical quality improvement measurement.” See Appendix K for the Notice of
Clinical Quality Improvement Measurement Designation.
Project Outcomes
Results of Project Implementation
The AWV protocol. A comprehensive protocol for conducting the AWV was written in
collaboration with the MAs, RNs, and NP at the primary care office. Understanding the CCM
(Wagner, 1998) as it relates to the importance of chronic care management within the primary
care setting, the best evidence-based tools were used for screening for geriatric syndromes in
order to provide early referral for community resources. The design of the protocol included
utilization of the EMR to ensure the patient was at the center of the AWV. Using the PDSA
cycle (IHI, 2016), the protocol was reviewed and revised for feasibility and trialed with Medicare
patients who were eligible for receiving the AWV. Overall, the protocol was easy to read and
follow. The only feedback received was to enlarge the screenshots so they would be easier to see.
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A total of 10 patients were contacted regarding the AWV. The patients were contacted in
person at an existing appointment or on the phone. These were the only methods of contacting
and informing the patients of the AWV.
Seven patients were interested and scheduled their Initial AWV. The three patients who
declined the AWV had very different reasons for not participating. One patient was not
interested because only wanted to see the physician for his medical needs, despite the
reinforcement that the RN would communicate directly with his physician. Another patient felt
she was too healthy to need the AWV, and reported “I don’t know what you can do for me” and
declined the offer to establish a prevention plan for staying healthy. Finally, the last patient did
not want to come back to the office until it was necessary to see the provider.
AWV outcomes. Of the seven patients scheduled, all came to their appointments and
completed the AWV. Four females (57%) and three males (43%) participated. The age of the
patients ranged from 70 – 80 years, with a mean age of 74.29 years. Two couples came together
for their AWV.
The initial step of the AWV is for the nurse to review the patients’ personal histories and
medications, as well as their current list of healthcare providers (CMS, 2015). The patients who
participated in the AWV had an average of 15 chronic conditions recorded in their charts. As a
result of the HRA, an average of six chronic illnesses was identified per patient that was not
already part of the patient’s EMR. These chronic illnesses were updated in their charts and
provided a more accurate record of the patients’ health history (Figure 2).
As a result of the medication review, two of the seven patients were found to have
complete and correct medication lists in the EMR. Additions and/or modifications of medication
lists were required for five patients. Three patients required 3-4 (M = 3.67) medication additions
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to their charts. Three patients’ existing medication administration frequencies were also updated.
A range of 2-14 (M = 8.67) medications were updated for these patients (Figure 3). The list of
providers was also inaccurate on all of the patients’ records. An average of four providers per
patient was added to the EMR as a result of the pilot AWV (Figure 4).
An important part of the AWV is the development of a preventive screening schedule to
maintain the patients’ health and facilitate collaboration between the patient and the healthcare
team in order to set health care goals (CMS, 2015). The CCM (Wagner, 1998) proposes that
when patients are informed and activated and work with a proactive healthcare team, productive
interactions occur, and patients have improved outcomes. All patients over 65 should have the
following vaccines: influenza, pneumovax 23, zostavax, and tDap (Agency for Healthcare
Research and Quality [AHRQ], 2014). In addition, it is recommended that patients receive the
following tests: a colonoscopy every 10 years, a serum fasting glucose every three years unless
abnormal, and lipids every 5 years unless abnormal. Male patients who have ever smoked should
have a one-time abdominal ultrasound to screen for an abdominal aortic aneurysm between the
ages of 65 and 75. Female patients should have a mammogram every two years until the age of
75; and after the age of 65, the pelvic exam and PAP are not indicated unless the patient is at
high risk. Additionally, patients with diabetes should receive a foot exam and routine checks of
their Hemoglobin A1C (AHRQ, 2014). At present, for male patients without diabetes, there are 4
recommended screenings; for female patients without diabetes, there are five recommended
screenings. For male patients with diabetes, there are six recommended screenings; for female
patients with diabetes, there are seven recommended screenings. See Table 3 for the current
screening recommendations from the Agency for Healthcare Research and Quality (AHRQ;
2014).
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In the AWV pilot, most patients were up to date on their screenings. One abdominal
ultrasound was suggested for a male with a history of smoking and one colonoscopy was
recommended but refused (Figure 5). In the health counseling section of the AWV, an average of
one goal was set per patient for achieving health, which included goals around increasing
exercise and weight loss.
The results of the geriatric screenings during the AWV showed that all of the patients
were at low risk for having depression. None of the patients demonstrated risk for functional
disability. Three patients were positive for cognitive impairment; one had a known history of
dementia but two had no previously identified cognitive disorders. The provider for the other two
patients was notified, and he indicated that he would further assess the issue in a follow up visit
that was already scheduled. Two patients were positive for a risk for falls. One patient was
scheduled for home physical therapy to assess and treat balance and gait. The other patient was
presently working with physical therapy. Thus, the most significant findings from the screenings
were that two patients who had no history of cognitive impairment were identified as having a
risk for cognitive problems.
Two incidental findings occurred during the AWV. One patient had been seen for back
pain in the primary care office, and reported during the visit that her pain was not getting better.
Further assessment revealed a history of lower back pain with surgical intervention. Through the
counseling as part of the AWV, the patient decided on her own that it was time for her to return
to her back specialist for further assessment. In addition, another patient, 80 years old, reported a
history of breast cancer which had been diagnosed only through her yearly mammogram. This
important information would have been missed had the HRA, as part of the AWV, not been
completed with the patient.
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Time to conduct the AWV. The time taken to prepare for and conduct the AWV by the
DNP student was recorded. It took a range of 45-55 minutes (M = 49) to identify, contact,
schedule, and prepare the paperwork for the AWV, which included a chart review for incomplete
quality measures (Figure 6). Of the 49 minutes spent, it took an average of 24 minutes to review
the chart. All patients were scheduled for a 2-hour office appointment with the DNP student in
order to ensure the AWV could be completed in its entirety. While the length of the appointment
could vary based on the complexity of responses on the HRA or the amount of conversation that
occurred during the visit, the time to administer the AWV ranged from 70-125 minutes (M = 97
minutes) (Figure 7). When the couples had their AWV appointments consecutively, the second
person’s AWV took 10-15 minutes less than the first person’s, likely due to similar responses on
the review of social history. This indicates that as the nurse gets to know the patients, the visit
time may decrease. The combined visit ranged from 115-179 minutes (M = 148 minutes) (Figure
8). It should be noted that the pilot was done by the DNP student who had advanced education in
assessment, data collection, and protocol implementation. The time may differ when it is
conducted by an office RN or case manager. However, administering the AWV is well within the
scope of practice for an RN, and with time and practice, efficiency and expertise should be
developed.
Patient satisfaction. Finally, patient satisfaction was assessed via an anonymous survey
(Appendix I). While all patients completed the survey, only five of the seven (71%) patients
completed the survey in its entirety. None of the patients reported knowing what the AWV was
prior to scheduling the appointment. All patients reported that they understood what the AWV
was from the phone discussion. The patients reported that the visit was easy to schedule. When
asked what the patients enjoyed or did not enjoy about the AWV, patients cited the visit as being
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informative and enjoyable. One patient wrote that she was helped to “face the fact that I need to
do something about my back pain.” Of the seven patients who completed the visit, all indicated
that they planned to schedule a subsequent AWV in 12 months. The overall response to the visit
was positive, with high satisfaction indicated.
Overall, the added benefits of the AWV outweighed the time involved with preparing and
conducting the visit. The patients enjoyed the opportunity to sit down with a RN and plan ways
to maintain their health. Of the three patients who screened positive for a geriatric syndrome, all
expressed relief at the identification of the disease and were appreciative for the opportunity for
follow up with their provider.
Implications for Practice Discussion
Summary of important successes/difficulties encountered
Successes. This project was successful in that it is was a well-planned project which has
helped the primary care office take a step toward bridging a gap in care of the older adult. It
demonstrated the need for a dedicated RN to conduct the AWV. The chart review and update
during the AWV provided a more comprehensive and accurate picture of patient health, which
might have been lost with the implementation of the new EMR at the organization. For example,
one patient had a history of breast cancer and required yearly mammograms. This information
did not merge from the old to the new EMR, and easily could have been lost if the chart review
had not been completed.
The AWV was well received by the patients who attended the visit. The patients reported
feeling informed about their health and the plan for maintaining wellness in the future. Those
who were positive for geriatric syndromes were appreciative of the help offered to them.
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The protocol was developed by a team of MAs and nurses at the primary care office. It
was revised to ensure ease of use within this office. Additionally, this project assisted the office
in generating revenue, and provided data to support the need for hiring more RNs in the primary
care setting.
Difficulties. There were many challenges throughout the project, the most prominent
being lack of a standardized process in the literature for completing the AWV. The best practices
had to be identified by the DNP student and compiled within a protocol. Throughout the
scholarly project process, the lack of understanding by some of the stakeholders of the AWV and
CMS required components was evident. This likely was the cause of lack of buy-in from
providers and staff in a prior attempt by the office to initiate the visits.
At the office of interest, the lack of a dedicated RN to provide the AWV left a gap in the
ability to consistently provide the AWV. Similarly, there was a lack of a consistent space to
provide the visit; the location moved with each visit that was provided. The previous
unsuccessful attempt at implementing the AWV left providers wary of attempting to re-launch
the visit. Another significant challenge to the project was the implementation of a new EMR just
prior to implementing the AWV pilot. This required extra time of the DNP student to learn and
navigate patient records. Lastly, the vision of senior leadership is not always aligned with the
priorities of the primary care offices. Oftentimes initiatives are communicated to the clinical
level, yet each office is responsible for carrying them out in its own way. Due to competing
demands within the primary care environment, such as the changing healthcare landscape and
required healthcare initiatives, the AWV had not been made a priority within this office.
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Project strengths/weaknesses/sustainability
Strengths. This was an evidence based, quality improvement project which was designed
with input from staff at the primary care office. The protocol assures that the guidelines set forth
by CMS are adhered to and that best practice for older adults is evident through the AWV. The
protocol was piloted on a small scale and was tailored to meet the culture of the office. This
project also demonstrated the cost effectiveness of using a RN to provide the unique and
personalized care (IOM, 2015) required for the AWV. By integrating a RN into primary care
with the role of providing the AWV, RNs will be able to “practice to the full extent of their
education and training” (IOM, 2011, p. 85).
This project, in accordance with the interest of senior leadership at the organization,
helped the primary care office to begin offering the AWV to its Medicare patients. This further
aligns the office with the organization’s vision to care for the elderly in a way that is a Medicare
benefit for the patient. The AWV, if conducted properly, has the potential to increase office
revenue and decrease Medicare spending by providing preventative care, diagnosing problems
earlier than routine care, and empowering patients to set healthcare goals. In the small pilot
study, the AWV in this setting resulted in an increased capture rate of chronic illness and quality
indicators within the patients’ charts. The use of an RN to complete the AWV provided high
patient satisfaction and led to earlier identification of patients with depression, cognitive
impairment, fall risk, and loss of functional ability. Patients were linked with community
resources, and through goal setting, were empowered to be more responsible for their health.
Several patients commented that the AWV was informative and were looking forward to a visit
next year to continue improving their health.
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Weaknesses. As the primary care office did not routinely conduct the AWV, patients
were unaware of this benefit and were hesitant to schedule an appointment. A previously
unsuccessful attempt at implementing the AWV made providers hesitant to recommend or
complete this visit. Similarly, it was not feasible for providers to provide the AWV, as it would
decrease their number of visits per day. While there are RNs employed at this office, their jobs
are care management, and they state they cannot commit to administering the AWV. The
transition to the new EMR had been more of a challenge than anticipated, which led to increased
charting times and longer appointments. While most of the screening tools could be completed
within the EMR, the Mini-Cog required completion on paper, which was then filed to be scanned
into the chart. This could lead to a delay in the ability of the provider to review the cognitive
screening results from the AWV. There continued to be a lack of outcomes documented as
related to the AWV, especially at the organization, which made it difficult for staff to appreciate
the impact the visit is having on Medicare patients and their healthcare in other venues.
Sustainability. At the time this report is being finalized, there was not a RN in the office
to provide the AWV. Sustainability is at risk until a RN is hired to continue the work of this
scholarly project. A business case for implementing the AWV was developed (Appendix L)
which shows that the return on investment of hiring RNs to conduct the visit is positive in terms
of revenue and projected patient outcomes. Thus, the sustainability of the project depends upon
the willingness and ability of the office to hire appropriate staff to conduct the visits, because the
workload of the staff does not allow for the visits to be incorporated into the current work flow.
It is not known whether the office intends to hire staff to implement the AWV, as there are
varying levels of support for the AWV at the office.
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While this protocol was written for the primary care office, it is the intent of the DNP
student that it will be able to be used system-wide. The nurse practitioner for the primary care
office, who has been an advocate of the AWV, has agreed to be the expert of the AWV protocol
and assist with training new RNs to become competent in administering the AWV. The DNP
student will be available as well for issues of clarification and support.
Recommendations for Future Practice
This project provided beginning work for a standardized method of completing the
Medicare AWV throughout the organization. Many lessons were learned from the development
of the protocol, trialing the protocol with a small number of patients, and working with a new
EMR. Future plans for furthering this work include:


Another DNP (student or graduate) identifying the next steps to increase the frequency of
AWVs administered in the primary care office.



Considering alternative methods of informing the patient of the AWV.



Working with the EMR developers to create a Mini-Cog template in which the screening
drop down would include the test in which the patient could complete on the touch screen
laptops the staff utilize.
o Considering use of a tablet with drawing capacity for conducting the AWV



Working with the EMR developers to develop an automatic note to provider when
screenings identify a finding outside of the normal range.



Considering the most appropriate methods to train and evaluate effectiveness of training
for RNs who are conducting the AWV.
o Planning length of time appropriate for training.
o Analyzing role of media in effective training, i. e. video modules.
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o Planning frequency of re-evaluation to ensure fidelity among those conducting the
AWV.


Utilizing RN student nurses in their community health or leadership rotations to conduct
the AWV. Working with student nurses would provide an example of the role of the RN
in primary care.



Meeting with providers about the AWV. Solicit ideas for improvement as more patients
receive the visit.



Publication of results to inform future practice.



Collaboration with the billing department and EMR to generate CPT codes which will

allow for data that can be queried.


Collaboration with PhD colleagues to create a longitudinal study in which to assess

outcomes in those who have an AWV, compared to those who do not.
Relation to other evidence/healthcare trends
The existing literature is limited in documenting the effectiveness of the implementation
of the AWV into primary care. Therefore, the outcomes produced for this project cannot be
compared to data from other sites. The project utilized a combination of anecdotal reports,
combined with the guidelines set forth by CMS, so it was truly a reflection of the available
literature to date.
As the limited literature suggested, the AWV was slow to be implemented as routine
practice. The practice at the organization was consistent with the literature. Thomas and Goode
(2014) found that 32% of Medicare beneficiaries knew about the AWV; of the 10 patients
contacted for this project, none reported they knew what the AWV was. Hughes (2011) posits
that the main reason for the lack of AWV implementation is that patients misunderstand the
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purpose of the AWV, thinking it is an annual physical rather than a visit with an RN. Knowing
this, in the current project, purposeful intent was taken to clearly identify the AWV as a visit
with a RN and a physical examination would not take place.
The AWV can be conducted by several members of the healthcare team. Despite this, the
IOM recommends that RNs be present in the primary care setting. The RN possesses a unique set
of assessment skills which can lead to precise identification of healthcare issues. As the basis of
nursing is health promotion. The RN is suited to work with patients to set goals and make a plan
for maintaining current health and preventing identified risk factors from developing into chronic
illness. At the time of the trial, the organization was utilizing a RN to provide the AWV in
another site, which aligned with the IOM’s recommendation for utilizing RNs in the workplace.
Limitations
The limitations of this project were few, but significant in nature. The lack of literature
related to the AWV led to a gap in identifying the state of this Medicare benefit. While grey
literature and anecdotal reports helped provide information for the development of the protocol,
in-depth assessment of the cost effectiveness and patient benefit related to the AWV is not
available to further inform practice.
This project was trialed on a small population of patients at the primary care office who
were identified as “good candidates” by their provider. The results found during this project can
be used to guide further work on the AWV, but cannot be generalized to the office as a whole or
to other practices within the organization. Further work with the protocol and AWVs in this
office is suggested to ensure the utility of this work.
Transition to the new EMR was a challenge. It is unknown whether the transition to the
new EMR resulted in identification of a greater number of needed chart updates due to data that
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had not been transferred from the old EMR to the new EMR. It was noted that the patients with
high numbers of chronic conditions entered at time of the AWV saw their provider more
frequently than those with lower numbers, which could influence the amount of information in
the chart. However, the AWV remains important to review and update the patient chart on an
annual basis.
Another limitation was the perceived lack of provider support for the AWV. Providers
have verbalized they feel the AWV is not useful, and therefore they do not support the provision
of this in the office. Additionally, due to the lack of a RN to provide the AWV, all the AWVs
were completed by the DNP student who is adept at administering the health history and
screenings. Training of a RN to continue this work was not possible and it is not known whether
the time for the visit and accuracy of the screenings will be similar to that of the student.
Reflection on Enactment of DNP Essentials Competencies
The American Associations of Colleges of Nursing (AACN, 2006) identified eight core
competencies to be addressed in the Doctor of Nursing Practice (DNP) education. These
competencies ensure that a nurse who achieves the DNP degree is prepared for “a variety of
nursing roles” (AACN, 2006, p. 8). The competencies include Scientific Underpinnings for
Practice, Organizational and Systems Leadership for Quality Improvement and Systems
Thinking, Clinical Scholarship and Analytical Methods for Evidence-Based Practice,
Information Systems/Technology and Patient Care Technology for the Improvement and
Transformation of Health Care, Health Care Policy for Advocacy in Health Care,
Interprofessional Collaboration for Improving Patient and Population Health Outcomes,
Clinical Prevention and Population Health for Improving the Nation’s Health, and Advanced
Nursing Practice (AACN, 2006).
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Through scholarly project work and immersion opportunities, the eight core
competencies have been met by this DNP student in accordance with the AACN guidelines. All
competencies were addressed throughout this project, however, some were enacted to a greater
extent than others. The prominent competencies used were Organizational and Systems
Leadership for Quality Improvement and Systems Thinking, Information Systems/Technology
and Patient Care Technology for the Improvement and Transformation of Health Care, Clinical
Prevention and Population Health for Improving the Nation’s Health, and Advanced Nursing
Practice.
Organizational and Systems Leadership for Quality Improvement and Systems Thinking
A competency essential for the success of this project was organizational and systems
leadership. According to the DNP essentials (AACN, 2006), the DNP prepared APRN must
carefully consider the needs and culture of an organization or community and align his or her
work to help improve quality of care and promote positive health outcomes. The DNP prepared
APRN must be skilled at assessing the organization, reviewing policies in place for efficacy, and
develop practical solutions to achieve desired outcomes (AACN, 2006).
An important component of the current project was to conduct a system-wide assessment
of the organization. As part of this assessment, a need for quality improvement was identified in
regard to the AWV. In order to be successful, this student had to assure there was support by the
senior leadership. In addition, the project had to align with the organization’s mission and values.
To make sure that the project would be successful, it was important to assess the possible
methods for carrying out the AWV and build upon them based on the culture of the immersion
site. Providers at the office were interviewed about their experience with the wellness RN and
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AWVs. In fact, a prior attempt at initiating the AWV at this immersion site failed likely due to a
lack of understanding of the culture of the organization and support from key stakeholders.
This DNP student spent time within the organization shadowing the RN who conducts
the AWV and interviewing organization members who play a role in the AWV: scheduling,
billing, a previous wellness RN, and senior leadership. All expressed a need for a comprehensive
and standardized protocol, and the desire to implement the AWV within all the primary care
offices. Using this information and the information from the literature, the protocol was
developed. It was trialed at one office for feasibility, with a long term goal of implementing this
protocol throughout the organization.
Information Systems/Technology and Patient Care Technology for the Improvement and
Transformation of Health Care
The DNP essentials emphasize the need for the DNP prepared APRN to integrate
knowledge of information systems and technology into methods to improve patient care. In this
project, knowledge of and utilization of the EMR was key to the implementation. The conceptual
framework of the CCM emphasizes the role of delivery system design, decision support, and
clinical information systems to lead to the best care (Wagner, 1998). Thus, the DNP student had
to thoughtfully consider the implementation of the AWV including how the protocol could be
designed to logically flow within the new EMR. This presented challenges because the system
was not fully understood by the staff. It was essential that the DNP student fully understand the
functions of the new EMR and integrate the AWV into the work flow, otherwise the AWV
would not be successful. The AWV protocol supported an appropriate visit flow and allowed for
most aspects of the visit to be recorded in the EMR (all except the Mini-Cog assessment),
whereas the previous EMR was fragmented in its ability to handle the AWV and required
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scanned documents to complete the charting. In addition, the AWV protocol provides clinical
support for the nurses and providers by explaining how the results of the tests should lead to
further assessment. In the future, automated clinical decision support could be built into the EMR
to facilitate communication of the results to the providers and tracking of the results over time.
Clinical Prevention and Population Health for Improving the Nation’s Health
This project closely aligns with this DNP essential which focuses on “clinical prevention
and population health in developing, implementing, and evaluating interventions to address
health promotion/disease prevention efforts, improve health status/access patterns, and/or
address gaps in care of . . . populations” (AACN, 2006, p. 16). This student had always been
interested in the older adult population, which inspired a desire to create a project that would
directly affect those patients aged 65 and older. The AWV was one way to identify risk factors
for chronic illness, increase access to important prevention measures such as vaccinations and
screenings, and create a plan to promote health and well-being. However, there was no clear
model or guideline in the literature which gave clear instructions on implementing the AWV,
including which assessment tools to use and how to administer the visit. This project
demonstrated the DNP prepared APRN’s unique ability to synthesize the literature, develop a
protocol consistent with best practices (including the selection of screening tools), the office
culture and EMR, and assess the efficacy of the protocol. Understanding geriatric syndromes and
their manifestations when left untreated is imperative to addressing the gap in care that affects
the older adult population. Creating a sustainable protocol that the primary care office can use to
provide the AWV can help to bridge the gap in care of the older adult. Innovative care delivery
via the AWV is just the beginning of finding ways to help improve quality of life and decrease
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modifiable disability in older adults. Earlier disease diagnosis can increase access to resources
and benefit this population.
Advanced Nursing Practice
This DNP competency focuses on the role of the APRN in assessing health and illness
and developing interventions to support the health and well-being of the patients served. When
the APRN works in tandem with patients, members of an interdisciplinary team, and the
community, positive health care outcomes are possible (AACN, 2006). The role of the APRN
aligns with the CCM which demonstrates that when health care delivery and community work
together, they produce engaged patients and active health care teams which lead to positive
interactions and positive outcomes (Wagner, 1998).
The role of the APRN is essential to care delivery in the primary care. Through “health
promotion and education” (IOM, 2011, p. 55), provided through a vehicle such as the AWV, the
health of older adults can be optimized. The APRN has the skillset to manage complex health
issues and incorporate innovative therapies to improve healthcare outcomes. Through health
promotion and goal setting, patients are engaged and empowered to take charge of their health
and well-being.
Summary
This project was a culmination of the past four years of doctoral nursing education. I
approached this project from the perspective of a DNP prepared APRN, which was evident in
several ways. I chose the CCM (Wagner, 1998) and PDSA (IHI, 2016) models to influence and
guide my project. I utilized Burke and Litwin’s Theory of Organizational Change and
Performance to ensure my project aligned with the organization’s goals and objectives. Two
complex and thorough literature reviews were undertaken to assess the state of the science and
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inform my work. I was able to demonstrate leadership ability and interdisciplinary collaboration
while taking a team-based approach to develop the protocol, which ensured it aligned with the
culture of the office. Using the findings from my literature review, I evaluated geriatric
syndrome screening tools and made evidence-based recommendations for practice. Through use
of the PDSA cycle (IHI, 2016), I was able to evaluate outcomes and provide feedback to the
organization through a business plan and presentation. Most importantly, I advocated for the
health and well-being of older adult patients to receive one of their Medicare benefits, which
ultimately has the potential to improve their quality of life.
Dissemination of Outcomes
The final phase of the Development of a Protocol for Implementing the Medicare Annual
Wellness Visit in a Primary Care Setting scholarly project is the dissemination of the outcomes
that were generated. As per the project plan, primary dissemination occurred through the
Scholarly Project Final Report, which was presented on May 4, 2016 to the Kirkhof College of
Nursing community. Members of the primary care office were invited to attend this presentation
as well. The secondary dissemination of outcomes was planned for delivery on-site to the
leadership at the primary care office, in a short presentation to discuss outcomes and answer
questions, as well as to close the two semester practicum in which this project was completed.
The DNP student’s scholarly portfolio, including the Organizational Assessment, Literature
Review, White Paper, and Project Proposal will be available upon request.
The project has three physical deliverables: the scholarly project final report which will
be made available through Grand Valley State University’s ScholarWorks digital repository; the
Medicare Annual Wellness Protocol (Appendix M); and a business plan, which will be delivered
to the senior leadership at the organization at the time of the on-site presentation. All of the
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documents associated with the AWV, such as the patient letters, HRA, and the form to complete
the Mini-Cog will be made available on the office network for use by the staff.
Conclusion
This scholarly inquiry identified a gap in care of the older adult at the organization, and
this project was developed to deliver evidence-based care to increase access to resources and
decrease disability in the older adult population. This scholarly project provided the primary care
office with a protocol to implement the AWV. An organizational assessment of the organization
indicated interest in implementing the AWV as a method of caring for the older adult population.
The CCM (Wagner, 1998) was an excellent model to inform the key principles of the
AWV, combining health systems and community to interact with patients and their healthcare
providers in order to improve patient outcomes. This ultimately leads to decreased healthcare
spending. Using the PDSA cycle (IHI, 2016), the protocol was developed using a team-based
approach ensuring that it would work with the culture of the office. The protocol was then trialed
with Medicare patients eligible for the AWV to ensure the feasibility of using a RN to conduct
the AWV. The protocol was revised as needed, based on the patient response to the AWV.
The implementation of the AWV demonstrated one-on-one time with a RN to review
patient history, identify risk factors for disease and disability, and help the patient set goals to
maintain health and wellness. Patient satisfaction was high in this small sample, and patients felt
their needs were met through this visit.
Implementation of the AWV at the primary care office is just a start to provide the AWV
office- and system-wide. Further work must be done to ensure sustainability and to produce
outcomes, to show how the AWV affects a patient’s healthcare. It is recommended that this
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clinic continue to provide the AWV via the RN case manager(s) until a dedicated RN can be
hired to provide the AWV full time.
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Table 1
Common Screening Tools for the Geriatric Syndromes of Interest in the AWV
Syndrome
Tool
Type of Assessment
Validity
Depression Patient Health
Nine item questionnaire
88% sensitivity and 88%
Questionnaire-9 which can be used to screen, specificity for detecting
(PHQ-9)
diagnose, monitor, and
depression in community
measure depression.
dwelling adults (Kroencke,
Spitzer, & Williams, 2001).

Functional
Risk

Fall Risk

Geriatric
Depression
Scale
(GDS)

15-item tool which assesses
life satisfaction and how the
patient feels about their
mental well-being

81.3% sensitivity and
specificity of 78.4%
(Mitchell, Bird, Rizzo, &
Meader, 2010).

Health
Assessment
Questionnaire
Disability Index
(HAQ-DI)

20 question assessment of
functional disability:
“dressing, arising, eating,
walking, hygiene, reach,
grip, and activities”
(National Institute of
Environmental Health
Sciences, n.d., p. 1).

Unable to locate exact
sensitivity and specificity.
However, it was validated in
primary care (Fries, Spitz, &
Young, 1982).

Katz Index of
Independence in
Activities of
Daily Living
(Katz ADL)

Assesses independence or
dependence with “bathing,
dressing, toileting,
transferring, continence, and
feeding” (Wallace &
Shelkey, 2007, para. 2).

Construct validity coefficient
of .74 to .88 of the Katz
ADL (Wallace & Shelkey,
2008).

A test to measure functional
mobility in older adults.

Sensitivity of 87% and a
specificity of 87%
(Shumway-Cook, Brauer, &
Woollacott, 2000).

Timed Up and
Go
(TUG)

Not validated in primary
care. Validated in acute
care/short term care settings
and with stroke patients.

Multiple reviews suggest
Timed Up and Go not
reliable on its own.
Berg Balance
Scale
(BBS)

14-item screening tool to
assess balance in the older
adult.

Sensitivity of 77% and
specificity of 86% (Berg,
Wood-Dauphinee, Williams,
& Maki, 1992).
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PerformanceOriented
Mobility
Assessment
(POMA)

A tool used to assess balance
and gait. Balance is assessed
in 9 questions; gait is
assessed in 7 questions
(Tinetti, 1986).

Sensitivity of 64% and a
specificity of 66.1% (Faber,
Bosscher, vanWieringen,
2006).

Mini Mental
State
Examination
(MMSE)

11 questions to assess
“orientation, registration,
attention and calculation,
recall, and language”
(Kurlowicz & Wallace,
1999)

Sensitivity of 66% and
specificity of 99% (Lucas et
al., 2008).

Montreal
Cognitive
Assessment
(MOCA)

Assesses “attention and
concentration, executive
functions, memory,
language,
visuoconstructional skills,
conceptual thinking,
calculations, and orientation”
(Doerflinger, 2012, para. 2)
in older adults.

Able to detect MCI with a
sensitivity of 90-96% and
specificity of 87%;
Alzheimer’s disease was
detected with a sensitivity of
100% and a specificity of
87% (Doerflinger, 2012).

Mini-Cog

Brief 2-item screening tool
consisting of word recall and
clock drawing (Borson et al.,
2003). which can be used for
older adults in primary care.

Sensitivity of 75% and
specificity of 89% (Borson,
Scanlan, Chen, & Ganguli,
2003).

AD-8

An 8-item tool that was
designed to use during the
AWV. This tool assesses
“memory, orientation,
judgment, and function”
(Kroencke & Zweig, 2013,
para. 2).

Sensitivity of 80% and
specificity of 59% (Coats,
Galvin, Morris, and Roe,
2007).
Correlation (r = 0.75) with
the longer
neuropsychological test, the
Clinical Dementia Rating
Scale (Galvin & Zweig,
2013).
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Table 2
Concepts of the CCM (Bodenheimer et al., 2002; Glasgow et al, 2001)
CCM Concept
Conceptual Definition
Community Resources A way to link patients with
and Policies
programs in their community
for healthcare improvement.

How it relates to the project
The personalized prevention plan
will identify resources available to
assist the patient in meeting his/her
healthcare goals.

Health care
organization

Prioritizing chronic care as an
important goal within the
health system by visibility of
leadership who support
emerging goals, and rewarding
those who observe the
guidelines set forth to achieve
the identified goals.

Senior management of the
organization has deemed the AWV
to be a priority.

Self-management
support

Patients and their caregivers
are educated on management
of their chronic illness.

The personalized prevention plan
allows the patient to have a voice in
goal-setting and utilize the
expertise of the RN in helping to
achieve those goals whether by
prevention or management of
chronic illness.

Delivery-system
design

An effective plan to manage
chronic illness in a system that
focuses primarily on acute
illness.

The AWV focuses on the patient
history, in order to identify risk for
or the presence of chronic illness.
The patient becomes a part of the
plan of care in order to prevent or
manage risk factors.

Decision support

The integration of best
evidence into practice and
training providers to use
evidence-based procedures and
protocols to ensure effective
management of chronic illness.

The AWV is a way to improve the
care of older adults, utilizing
evidence-based testing in order to
identify geriatric syndromes sooner
and decrease present risk factors.

Clinical information
systems (CIS)

A system that allows providers
to access information about
chronic illness on their
patients, or the population they
serve.

All components of the AWV are
made a part of the patient’s
permanent record, and queries can
be run to identify the presence/
prevalence of chronic illness. CIS
also help to ensure screenings and
immunizations are up to date.

MEDICARE ANNUAL WELLNESS VISIT
Table 3
AHRQ vaccine and screening recommendations for older adults
Vaccine

Recommendation

Influenza

Annually

Pneumonia

If over 65, once. If received vaccine more than 5 years
before turning 65, 2nd one required.

Shingles (Zoster)

Once after age 60

Tdap

Once, then Td booster every 10 years

Screening
Abdominal Ultrasound

Once for men ages 65-75 years old who have ever smoked

Colonoscopy

Every 10 years until 75, unless previous test indicates
different frequency

EKG

As needed

Mammogram

Every 2 years until age 75

Pelvic Exam/PAP

PAP not indicated over 65 if 3 negative tests in past 10 years

A1C (for Diabetics)

1-2 times per year if diabetic

Fasting Glucose

Every 3 years if normal. Every 1-2 years if abnormal

Lipids

Every 5 years if normal. Every 1-2 years if presence of
diabetes, cardiac disease, kidney problems, high cholesterol
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Figure 1. Return on Investment.
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Figure 2. Number of chronic illnesses recorded in the chart before and after the AWV.
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Figure 3. Number of medications recorded in the chart before and after the AWV and number of
medications updated as a result of the AWV.
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Figure 4. Number of providers recorded in the chart before and after the AWV.
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Figure 5. Number of screening recommendations met before and after the AWV.
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Figure 6. Time for completion of chart review prior to AWV.
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Figure 7. Time for completion of AWV in office.
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Figure 8. Total time to conduct the AWV.
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Appendix A

Effective clinical practice: ECP by American College of Physicians--American Society of
Internal Medicine; Alliance of Community Health Plans Reproduced with permission of
AMERICAN COLLEGE OF PHYSICIANS in the format Thesis/Dissertation via Copyright
Clearance Center.
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Appendix B
Plan-Do-Study-Act Model

•Trial the protocol with 5-10
eligible patients
•Gather feedback on visit from the
patients
•Revise protocol based on
feedback
•Prepare business plan
based on findings

•Request feedback from
members of staff at primary
care office
•Revise protocol based on
feedback

•Identify gap in care
•AWV high priority task
•Identify members of the office
team to collaborate with to
develop the comprehensive
protocol for completing the
AWV

Act

Plan

Study

Do
•Using resources identified
from CMS, grey literature, staff
at primary care office develop
comprehensive protocol for
completing the AWV

Adapted from Plan-Do-Study-Act. Cambridge, Massachusetts: Institute for Healthcare
Improvement; 2016. (Available on www.IHI.org)

Running head: MEDICARE ANNUAL WELLNESS VISIT
Appendix C:
Burke and Litwin Model of Change as it Applies to the Organization
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Appendix D
SWOT Analysis

Strengths
*Support from Leadership
*Visits already being completed in
other offices
*Aligns with vision of care for the
elderly
*Large Medicare base
*Early identification = improved care
management and increased patient
satisfaction

Opportunities
*Reimbursable by Medicare/extra
revenue
*Increased patient satisfaction due
to longer visit with provider
*Higher capture rate of chronic
illness and quality indicators
*Earlier ID of pts with dementia,
depression, fall/safety risk and early
referral for services

Weaknesses
*Previous unsuccessful attempt at
implementation
*RN vacancies
*Providers not trained
*Takes longer than a typical provider
visit to complete
*New EMR to learn at same time as
AWV

Threats
*Changing rules/requirements from
CMS
*Decreased # visits/day
*Lack of standardized
guidelines/tests for completing the
AWV
*Lack of guidance for follow up when
required
*Limited access to AWV outcomes
*Lack of community awareness of
this benefit

Adapted from Mind Tools (2016).
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Appendix E
Design for the Evidence Based Initiative

• Take a team-based approach to create protocol for
Step 1 use in the primary care setting
• Request feedback on revised protocol from
Step 2 members of the office

Step 3

Step 4

• Revise protocol based upon feedback received

• Obtain IRB determination

• DNP student will trial protocol with 5-10 AWV
Step 5 eligible patients at the primare care office

Step 6

• Prepare business plan for senior leadership

• Complete steps to present Final Scholarly Project
Step 7 Report to KCON community
• Meet with senior leadership at the organization to
Step 8 present business plan and share findings
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Appendix F
Protocol Discussion Questions
Dear Colleague at the organization,
As part of my scholarly project at Grand Valley State University, I am writing a protocol
for implementation of the Medicare Annual Wellness Visit. I am requesting that you read the
attached protocol and please answer the following questions regarding the protocol. I welcome
any feedback you wish to share.
Thank you,
Jennifer Ohman, DNP Student
1. What is your role in this project/organization?
2. How easy is this protocol to read?
a. No difficulty
b. Moderate difficulty
c. Extreme difficulty
3. How applicable is this protocol to the Southwest Office?
a. Applicable
b. Sort of Applicable
c. Not at all Applicable

4. Do you feel that you would use this protocol if it was available?
a. Yes
b. No
5. Do you feel anything is missing from the protocol?
6. Do you have suggestions for improvement/areas that need to be clarified?
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Appendix G
Time Tracker (in minutes)
Patient
Time spent to identify eligible patients
Time spent contacting patient
Time spent scheduling patient
Time spent preparing for AWV
Time spent day of visit
Time spent follow up
Total patient time for visit

1

2

3

4

5

6

7

8

9

10
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Appendix H
Updates Made to Patient’s Chart
1

Patient

2

3

Age
M/F
# Prevalent Chronic Diseases
# Chronic Diseases Identified via
AWV
# Meds
# Meds Identified via AWV
# Providers
# Providers ID’d via AWV
# Positive Screens
Follow Up Needed (Y/N)
# Guidelines Met Before
# Guidelines Met After AWV
# Identified via AWV = Additional items ID’d

4

5

6

7

8

9

10
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Appendix I
Patient Feedback Survey
Dear Patient,
Thank you for having your Medicare Annual Wellness Visit completed today. We
appreciate your interest in this free Medicare benefit. Before you go, we have a few questions for
you about your visit today. We appreciate your honest responses!
1. Were you aware of the Medicare Annual Wellness Visit before being contacted?
2. Did you understand the visit from your conversation on the phone? If not, what could
have been clarified?
3. Was it easy to schedule your visit? If not, what could have been better?
4. What did you enjoy about the visit, if anything?
5. What did you NOT enjoy about the visit, if anything?
6. What could the nurse have done better?
7. Did anything surprise you about this visit?
8. Will you schedule another Annual Wellness Visit? Why or Why Not?
9.

On a scale of 0 to 10, 0 is no satisfaction, 10 is total satisfaction, how satisfied were you
with this visit?

10. Do you have any further question(s)/concern(s)?
THANK YOU FOR YOUR FEEDBACK!
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Appendix J
Determination Letter from Grand Valley State University
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Appendix K
Determination Letter from The Organization
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Appendix L
Business Case Presented to the Organization
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Appendix M
Medicare Annual Wellness Protocol
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